ABSTRACT
INTRODUCTION
Disparities in Health sector can be determined through proper allocation of available resources and utilization as well as demand for health care needs. Equitable health care is possible through proper resource allocation and access to health care is determined by health needs. In any Nation, the health status of its populace is an important precondition that determines it"s economic as well as social development. The socio-economic development of a country, among other things, largely depends on the overall quality of it"s human resources. The quality of human resources can be visualized in terms of health of its population along with the educational and technological skills that it possesses. While, the state of health may be attributed to contribution of health care facilities in public vis-a-vis private sector along with the nutritional levels and levels of standard of living. The nature of services provided by public sector differs significantly from that provided by the private sector. Besides providing curative services, the public sector also provides a number of preventive services. It also aims at educating mass population towards environmental cleanliness and some preventive measures to combat certain diseases. The services provided by public sector may be subsidized, whereas the one provided by the private sector are not so cheap as its profit and business oriented and more so is concentrated amongst urban populace. In such a situation the paramount accountability for providing health care facilities and financing in the remotest area of any nation, lies mainly with the public sector as the State has a pivotal role in securing and ensuring better health facilities as one of the Constitutional Directive Priniciples. Hence, the present study is primarily concerned with the analyzing the progress/ availability of public health care facilities during the periods of development with main focus on the state of Haryana, India and differences in District level health indicators while discussing the provision, availability, accessibility and utilization of health care facilities in the study area i.e the state of Haryana, India. Since the time India attained independence, the government of India has tried it"s level best to evolve administrative and institutional means to provide health care facilities to people living in urban as well as in rural areas within accessible limits or distance so that these may be utilized by all irrespective of their social and economic status. Unfortunately, to one's dismay, the provisions of health care facilities have largely got concentrated in few pockets and locations which are undoubtedly urban centers or the urban industrial enclaves 1 . The locational dimension effect the utilization of public health care facilities. Further, the recent studies have also shown that despite steady improvements in the overall health indices of Indian provinces, the rural area and minorities populace still experience a lower quality of health services and are less likely to receive routine medical procedures and have higher rates of morbidity and mortality than the non-minorities and the urban area 2 . Rural population disproportionately suffers from chronic diseases in comparison to the general public of living in urban agglomerations 3 . But lack of access to quality health care in rural areas is attributed to pooroad infrastructure, illiteracy and shortage of health care workforce, thereby hindering the utilization of preventive health services and considerable compromising the implementation of wellness and healthy lifestyle programs. The general lack of routinely reported information on social and economic differences in health sector has certain implications. The ways that health disparities are patterned socially may help us understand their nature and how best to address them (Adler N, Boyce ,1993; Macintyre S. 1994) . Differences in health that suggest a socioeconomic threshold at or near the poverty line (e.g., a high rate of a particular illness among the poor, contrasted with more favorable and similar rates for all other income groups) would support targeted policies to address aspects of deprivation. experienced by the most disadvantaged. Equity in social welfare has long played a major role in shaping national policies [Liu et al., 2002] . However, with the introduction of continued pursuit of the market-oriented reforms resulted in increasing urban-rural and intra and inter-regional socioeconomic disparities [Zhao, 2006] .
Introduction about Haryana
The State of Haryana, in Union of India, was created on November 1, 1966. The state of Haryana in republic of India is geographically a small State accounting for only 1.3 percent of the country"s total area and 2.09 percent of the population. As per the 2011 census 65 percent of its population is rural and 35 percent lives in urban areas. The male literacy rate is 84 percent whereas the female literacy rate is 66 percent . In this State, the institutional delivery has gone a long way in protecting the mother as well as the infant child and in promoting better mother-hood practices. In the State of Haryana institutional deliveries have increased from 43.3% in 2005 to 85.9% in 2014 (CRS). Deliveries in the Government institutions/hospitals etc. have increased remarkably from 16.30% in 2006 to 49.20% in 2014, out of total deliveries( NRHM website).
Demographic, Socio-economic and Health profile of Haryana State as compared to rest of India figures
The Socio-economic and health profile of the State of Haryana has been presented in form of table adapted from HMIS, Ministry Of Health & Family Welfare, govt. of India. It has been indicated from the table that decadal growth rate of population in Haryana is more than the average India"s population growth rate. Infant Mortality is slightly higher but maternal mortality is comparatively lower. Total fertility rate and Crude Birth rate are just reaching to national average. Crude deaths rates are below the national average thereby leading natural growth rate of population. In terms of literacy parameters, Haryana is doing better in comparison to rest of Indian States, while sex ratios depicts otherwise. This is the gray area where there has been a dire need to change the mind set of society and in this the health facilities can play a pivotal role by educating aspirating couples to have equal preference for both the sexes.
Indicator
Haryana India Total population (Census 2011) 2) To examine the inter-District disparities in area of health indicators;
Data Base and Methodology
In this study data from secondary sources like statistical abstract of Haryana and Data from HMIS portal has been used and composite index for estimation of District wise disparities have been used. The composite index has been computed by taking average value of all the indictors may be called as deprivation indicators as:
n Whereas, average value i.e. disparity index =∑ I(ij)/n i=1
Limitations of Study
Though the District wise disparities have been studied but identification of causes of these disparities require primary enquiries. Further studies are suggested in order to gauze the causes of disparities in some indicators like per lakh of population utilization of OPD and IPD public health services, causes of disparities in new born low birth babies etc. Moreover, secondary data has been used, so that there may be some data reporting errors. With this issue, present study may have somehow given an indication of District wise disparities in the state of health in state of Haryana, India.
Results and Discussion
Section 1
Disparities in Availability of Facilities Over a Period of Time

5.1.1Change in Facilities Per Lakh of Population
Over a period of time there has been a net increase in health facilities but when we compare this change with the change in population and the change in facilities per lakh of population, there have been reported significant positive changes in number of health facilities till 1990-91 but after wards there has been decline in health facilities per lakh of population and drastic decline has been noticed in urban areas e.g. the year 1990-91 acted as dividing year. Development indicates "increase in quantity along with the quality", but this pattern of per lakh population distribution health facilities depicts otherwise. During the year 1990-91, on per lakh of population nearly 22 health facilities were available but in 2010-11; this proportion declined to 18 despites huge investments in rural as well as urban health sector, thereby indicating the rapid increase in population (Table  1) . 
Area Covered Per Institution and Beds Per Lakh of Population
Area covered per lakh of population has also decreased with the passage of time where as area covered under institution per lakh of population repeated the general trend of increasing up to the year 1990-91 and decelerating thereafter and remained constant during 2010-11 ( Table 2 ). There is decrease in area covered by the health facilities and counts of beds per lakh of population thereby indicating increasing population load despite huge expenditure in hospital infrastructure.
1.3 Spread of AYUSH Institution
Over the period time, there has been a net increase in the number of ayurevedic dispensaries and though the Unani dispensaries/ system of medicine was more in demand initially but latter on there was not much expansion. Homeopathic system of medicine was introduced in later 90"s in public health facilities and over the period of time there was expansion in Homeopathic dispensaries / institutions. Overall there have been sizable increase in Ayurevedic, Unani and Homeopathic Institutions but the per lakh of population availability of Ayurevedic, Unani and Homeopathic Institution shows more or less consistent pattern ( Table 3) .
Figures showing area covered per institution, availability of beds and intuitions per lakh of population 
Staff Available and Patient Treated in Ayush Services
An overview of staff available in Ayush services per lakh of population ( Table 4) in Haryana shows more or less somewhat on an average equal distribution per lakh of population. More staff/ practitioners were available in Ayurvedic health services than in the Unani and Homeopathic pattern of medicine thereby signifying least importance of these services than Ayurevedic pattern of medicine. Over a period of time per lakh of population patient treated by Ayush public health facilities has increased from 1236 persons to 16762 persons.
Staff Position in the State
An overview of sanctioned and filled posts( As per guidelines a SC should fall within the peripary of 15KM so here is in Haryana
Inter District Disparities in Institutional Deliveries, Non Institutional Deliveries and
Proportion of Deliveries Conducted At Public Institutions
The highest proportion of deliveries taking place in Public Health Institution ( PHI) is in Mewat( 100 percent ), Mahendergarh( nearly 81 percent), Panchkula(81) and Palwal (76) followed by a Jhajjar an indication of dependence of the population of these districts/ areas, more on public health facilities rather than the private health facilities. When we compare these districts with other districts in terms of best performing districts on HMIS 16 indicators (RMNCHA+ indicators), these districts witnessed comparatively lower performance and required attention under high focused districts. It is witnessed from the table-9 that the bordering areas or districts have comparatably lower share of institutional deliveries in public. 
Proportion of Deliveries Conducted at Public Institutions
Type of Attention at Birth As Per Civil Registration System
Mewat District has recoreded higestest number of births attended by DR/ Nurses/ trained Dia while Palwal Mahendragarh  10634  4237  1420  466  117  16874  Mewat  15057  2095  19511  1489  1196  39338  Palwal  8556  7477  9569  3539  290  29431  Panchkula  10207  2908  253  24  17  13409  Panipat  9487  11211  5473  682  301  27154  Rewari  8681  9437  815  88  3  19024  Rohtak  16726  6535  2812  599  50  26722  Sirsa  13736  8042  3840  332  116  26066  Sonipat  11615  10063  6051  874  436  29039  Yamunanagar  10278  8987  3959  898  2 
District wise utilization of IPD (Indoor Patients Departments) and OPD (Outdoor Patients Department) services per lakh of population in public health facilities
Proportion of NBLW 2.5 Kg
Proportion of NBLW 2.5 Kg providing the best IPD services to the public from bordering as well as far flung Districts. Palwal District followed by Mewat and Karnal Districts have lowest utililisation of IPD services per lakh population. As Karnal GH has been upgraded as KCMCH (Kalpana Chawala Medical college and Hospital), hence there may be some reporting errors or establishment issues regarding the data reporting levels. The situation of Panipat District is also not good. It is also having low per lakh population IPD utilization of IPD services in public health facility otherwise it may be indicating prosperity of the District and more utilization of private health facilities for the purpose of IPDs. The utilization of per lakh population of OPD services is lowest in Mewat and Palwal Districts followed by Jind, Rewari, Sirsa, Karnal , Sonipat and Rewari Districts. 
Utilization of Dental Services In Public Health Facilities.
The perusal of the above table reveals that the District Mewat has lowest index value in case of utilization of dental OPD services thus indicating either the gap in services providing or lesser utilization of dental services in public health facilities. Sirsa, Palwal, Rewari and Panipat have comparably lesser utilization of dental OPD services from public health facilities. District Bhiwani has the highest score in utilization of dental OPD services followed by Hisar, Karnal and Kurukshetra. Gaps in lesser utilization of dental services too represent the progressive and non progressive Districts requiring high focus on the developmental issues as like the Mewat and Palwal Districts which have been already declared as high focus Districts by GOI ( Government of India) but still there is need to educate the people of these area to become health conscious about the oral health and the maximum utilization of public health facilities as happened in case of availing the delivery services. The 12th Five Year Plan has defined the National Health outcomes and the 3 goals that are relevant to RMNCH +A strategies approach as follows: Reduction of Infant Mortality Rate to 25/1000 live birth by 2017, Reduction in Maternal Mortality Ratio to 100/100000 live birth by 2017, Reduction in Total Fertility Rate to 2.1 by 2017.The RMNCH+A appropriately directs the States to focus their efforts on the most vulnerable population and disadvantaged groups in the country. It also emphasizes on the need to reinforce efforts in those poor performing districts that have already been identified as the high focus districts. Improving mother and child survival require interventions at various critical stages of life. These include adolescence, pre pregnancy period, pregnancy, delivery, neo-natal phase and childhood. In order to address this, a lifecycle approach referred to as RMNCH+A (Reproductive, Maternal, Newborn, Child health and Adolescent) has been adopted under the National Rural Health Mission (NRHM). This strategy addresses both preventive and curative health intervention and services across various life stages, which when delivered to scale, can provide maximum gains in terms of saving lives and improving overall health status of the community. 
Policy Implications
It is envisaged that the findings of this report will be used to address policy and programmatic aspects of ensuring equity health services in state of Haryana .This will also help the State to ultimately improve the health indicators especially with reference to MMR and IMR. Though the locational dimension effect the utilization of public health care facilities. Present analysis helped to gauge and understand the current service accessibility and availability .The assessment of the available resources including, infrastructure, human resources, equipment needed to deliver key RMNCH+A interventions in the health facilities and communities will facilitate focused action planning to strengthen health systems and programmer at the district and block levels and aid in addressing state specific needs.
Conclusions
It has been witness from the data analysis of health infrastructure over a period of time and other indicators of health that despite the steady improvements in the overall health and HMIS indicators of the Haryana State, there is wide disparities among the few of the district. These districts experience a lower quality of health services and are less likely to receive routine medical procedures and have higher rates of morbidity and mortality than non-minorities. Disparities there are some high focused districts and special budgeting is provided to these districts but district wise disparities still exist in health sector. District Faridabad is the best performing district in case of utilization of dental OPD services. But per lakh of population utilization of OPD services depicts otherwise. Same happens in case of availing the delivery services. The effectiveness of RMNCH+A interventions depends on availability, acceptability, and utilization of services and the quality of services delivered. Analysis at various levels is necessary to identify gaps in the delivery of a particular intervention or set of interventions. To facilitate this analysis, GOI conceptualized a district-level gap analysis and facility assessment approach and developed standardized tools. Results provide evidence for the district RMNCH+A implementation plan, which should address the key gaps through short-and mid-term actions. "India has made considerable progress over the last two decades in the sector of health, which was further accelerated under NRHM. True to its vision, NRHM improved the availability of and access to quality health care by people, especially for those residing in rural areas, the poor, women and children. However, latest data and trends emerging from the national surveys demand a cohesive approach to manage child and maternal health care. Clear articulation of the strategic approach to reproductive, maternal, newborn, child, and adolescent health (RMNCH+A) is an effort in this direction."
